Part B coverage is financed through a monthly premium, currently $43·80, but some sharing of the services is also required. These include an annual deductible of $100 and co-insurance payments that are typically 20% of the covered expenses. The beneficiary must pay for noncovered services.
Health care expenditures in the USA, calculated as a proportion of its gross national product (GNP), exceed those of all industrialized countries but without apparent better patient outcomes. Considerable debate occurs about the cause of this discrepancy. Some of the difference may be attributed to excessive use of expensive technology. However, much of the apparent excess expenditure seems to be concerned with the extraordinarily complicated system of reimbursing hospitals and physicians for the care of their patients. Here we try to explain some of the issues that add to the expense of US health care without necessarily improving its quality.
Between 1967 and 1994 health care spending in the USA increased from 6·3% to 13·6% of its GNP. The latter level has been maintained since 1994, but recent trends suggest that it may start to climb again. In comparison, Canada spent 10·2% of its GNP on health in 1992, but since then the proportion has steadily declined to an estimated 9·2% in 1997. Germany is the only other country whose national expenditure on health has exceeded 10%; in 1994 it spent 10·8% of its GNP in this way.
For many years the costs of health care in the USA have increased at a rate faster than the cost for other goods and services. By 1996 the country's total health care costs were $1·035 x 10 12 , i.e., a per capita cost of $3759, more than a l5-fold increase from the $247 spent in 1967. In 1995 the Health Care Finance Administration (HCFA), which administers the government-run Medicare and Medicaid programmes for the elderly and poor respectively, alone accounted for 16·4% of the federal budget.
Correspondence: Dr 0 S Young. This article is the first of two parts, the second of which, on the complexity of delivering laboratory services in the USA, will appear in the next issue (March 1999 ).
Yet, 17·7% of all Americans under 65 years of age do not have any health insurance.
In spite of its greater expenditures on health, the US life expectancy of 77 years falls below that of Canada (79 years) and many western European countries. Infant mortality, at 8·4 per 1000 live births in the USA (1993) , is worse than that of 24 other countries, and almost double the rate of Japan and Finland (4,4 per 1000 live births).
SOURCES OF FUNDING
In the USA health care is funded through many different private and public mechanisms. The private system includes primarily private health insurance, but also includes personal out-ofpocket expenditures, industrial health-related services and philanthropy. The private health system accounts for about 53·8% of total health care expenditure.
The public system includes federal, state and locally funded programmes. The largest proportion of these expenditures are for the federal Medicare programme and the combined federally and state-funded Medicaid programme. Other major programmes include the Department of Defense health care programme for military personnel and their dependants, and the Department of Veterans Affairs programme for military veterans. Many other programmes exist and are targeted at specific populations such as injured workers, American Indians and individuals undergoing rehabilitation.
The total spending for publicly funded health care in the USA in 1995 was $456·4 x 10 9 . Medicare accounted for 18·9% and Medicaid for 14·3% of the total national expenditure for health care. Although the public sector accounts for less than half of the total national health care expenditures, and Medicare represents less than one-fifth of the total expenditure, the policies developed by the federal government for Medicare largely dictate health care practices throughout the private and public sectors.
One hospital's experience of the many different payment systems is illustrated in Table  1 , although the numbers in the different categories, particularly as more patients move into managed care programmes, are constantly changing.
MEDICARE

Medicare was established by Congress in 1965.
It is administered by the HCFA and provides federal health insurance for people aged over 65 years, those with end-stage renal disease, and people with certain specified disabilities. About 38 million individuals, including 95% of the elderly, are currently enrolled in the Medicare programme.
The Medicare programme is divided into two parts. Part A is hospital insurance. This coverage pays for hospital inpatient care and hospice care. It also covers some inpatient care in a skilled nursing home facility and some home health care. Part A coverage includes medically necessary services and supplies provided by the hospital, including laboratory tests, X-rays, semi-private room, meals, nursing care, operating and recovery rooms, intensive care and inpatient prescription drugs. Part B, also known as Supplemental Medical Insurance, pays for services provided by physicians and surgeons both in hospital and non-hospital settings. It also covers other services such as ambulance transport, some medical equipment, outpatient hospital and clinical laboratory services, blood products, and physical and speech therapy.
Medicare does not ordinarily cover long-term nursing or custodial care and other health care needs such as prescription drugs, dental care and dentures, eyeglasses and hearing aids. However, 
Part A (hospital insurance)
For most people aged 65 years or older, Part A insurance is provided without a premium. This portion is financed by social security taxes paid by almost all workers in employment covered by Part A. While there are some exceptions, coverage is automatic at age 65 years if either a husband or wife has worked for at least 10 years and paid these taxes. Beneficiaries who have contributed for less than 10 years must pay a monthly premium of $170, which rises to $308 if they have contributed for less than 7 years. Part A coverage is not entirely free. When individuals actually receive benefits they must make a contribution, currently $764, during each benefit year. This covers the first 60 days of a patient's inpatient hospital care. If a patient is hospitalized for 61 to 90 days he or she must make an additional contribution of $191 per day. Medicare pays nothing after 90 days unless the patient elects to use some of his/her 'lifetime reserve days', in which case the patient must make a daily co-payment of $382 per day.
Since 1983, Medicare has paid hospitals for the care of its beneficiaries under a plan known as the prospective payment system (PPS). Under this system a hospital is paid a predetermined amount, based on a patient's diagnosis, within a diagnosis-related group (DRG). This payment is designed to cover all the costs that a hospital might incur to care for a patient with that particular diagnosis. The payment may be more or less than the hospital's actual cost of caring for the patient. If more, the hospital may keep the excess: if less, the hospital must absorb the loss. For certain cases with extraordinary costs, certain adjustments may be made. Payments for home health, hospice and skilled nursing care continue, with some restrictions, to be made on the basis of reasonable costs.
Prior to 1992, physicians were paid on the basis of reasonable charges, which were defined as the lowest of the physician's actual charge, the physician's customary charge or the prevailing charge in the geographical area. Starting in 1992, reimbursement was based on the lesser of the physician's charge, or a fee schedule based on a relative value scale (RVS) calculated by the HCFA from the complexity of the service provided. Clinical laboratory payments are determined from a fee schedule. Outpatient services are paid for on the basis of reasonable costs. When a physician agrees to accept payment according to the approved rate, he or she 'takes assignment' and may not bill a patient for an additional amount.
All services provided by Medicare must be medically necessary before they are eligible for payment. Medicare pays for laboratory tests when the beneficiary is eligible for Medicare benefits, the beneficiary presents with indications of a disease and the test is medically necessary to diagnose or treat that disease. Before 1998 Medicare did not pay for screening services, but, starting in 1998, it now pays for certain services including mammography, cervical smear screening and faecal occult blood tests, and preventive medical services including hepatitis 8, pneumococcal polysaccharide and influenza vaccinations.
Administration of Medicare
Medicare operates through local contractors. These agents largely function at the state level. Medicare 'intermediaries' process claims for Part A services and Part B outpatient services. Medicare 'carriers' handle the fees for services by physicians and medical suppliers. There are 57 Medicare carriers, one or more for each state. One patient office visit may lead to the Part A and Part 8 services being processed by different companies acting as agents for Medicare. These agents protect the government from abuse of the Medicare system but have additional multiple responsibilities, including determining costs and reimbursements. Nevertheless, practices are not always uniform from one state to another.
Managed care
Medicare beneficiaries now have the option of enrolling in a managed care plan (see below).
MEDICAID
Medicaid is the government programme for the eligible poor and dependent children. It is Health care in the USA 3 administered by the states, which have some discretion in determining the eligibility criteria for enrollees. The federal government shares the cost of the Medicaid programme with the states, including the costs of administering the programme. In 1995 total Medicaid expenses were $159·5 x 10 9 , of which the federal government contributed $90·7 x 10 9 and the states $68·8 x 10 9 . Medicaid was responsible for 14·3% of the national expenditure for health care in 1995. There are about 37·5 million Medicaid recipients and about 18·2 million dependent children in the program. Approximately 13·8% of the total civilian population receives Medicaid. Not all the poor are eligible for Medicaid. In general, the only individuals who qualify are those who receive federal assisted income maintenance payments, children of people meeting Medicare eligibility requirements, and certain aged, blind or disabled adults who have incomes above those requiring mandatory coverage, but below the federally decreed poverty level. Within broad federal guidelines, the states determine the amount and duration of services offered under the Medicaid programme. States, for example, may limit certain services based on their perception of medical necessity or utilization control. Thus, the services available may vary from state to state.
Medicaid makes payments directly to the physicians who provide services. To be eligible to receive payments, a physician must accept the Medicaid level of reimbursement as complete payment for a provided service. Medicaid enrollees can now receive their benefits through the traditional fee-for-service delivery system or enrol in a Health Maintenance Organization (HMO) or other managed care plan. A managed care plan can be considered a combination of insurance company and health care delivery system including both physicians and hospitals. Each plan has its own network of hospitals, skilled nursing facilities, physicians and other health care professionals. These plans may charge enrollees a monthly premium, usually of the order of $50 to $75 per month. Additionally, small co-payments may be required for physician visits or drug prescriptions. About 40% of Medicaid-enrolled patients now receive their medical care through managed care programmes.
HEALTHPASS
The federal government passed legislation in 1981 allowing states to develop their own systems to deliver health care to Medicaid patients. HealthPass is a programme run by the city of Philadelphia to manage the care of Medicaid beneficiaries in the city. The concept is experimental and involves a private company enrolling the eligible citizens in a capitated programme at a fee somewhat less than the state would normally expect to pay. Primary care physicians are contracted to provide direct care and referrals to specialist physicians. A portion of the monthly payment is reserved to pay for specialist referral services, and at the end of the year the balance of the reserve fund is paid to the primary care physician, or, if the amount reserved for referrals was exceeded, the primary care physicians have to pay the management company the deficit.
STATE CHILDREN'S HEALTH CARE INSURANCE PROGRAM (SCHIP)
This program, introduced in 1997, provides federal grants to states to provide health insurance to uninsured children under the age of 19 years who are not eligible for Medicaid and who are substantially below the federally designated poverty level. The federal government requires the states to match the amount of federal funding. The states may provide care through expanding Medicaid, by creating or expanding a state programme, or a combination of both. The states are allowed to institute premiums, deductibles or fees for enrollees, but they are not allowed to impose charges for preventive care.
BLUE CROSS
Blue Cross and Blue Shield were the original not-for-profit providers of medical insurance in the USA. Blue Cross plans cover hospital care whereas Blue Shield was established to cover physicians' services. The two organizations were merged in 1982 but the system functions through 56 independent plans, primarily organized by the states. An individual's Blue Cross and Blue Shield insurance premium is either paid exclusively by his or her employer or shared with them. It was employers' concern at the unrestrained escalation of these insurance premiums that prompted the development of the plethora of other mechanisms to pay for their employees' health care.
Collectively, the 'Blues' provide health care coverage for about 68·6 million people throughout the USA. With 150000 employees, the Blue Ann cu« Biochem 1999: 36
Cross and Blue Shield system is the 19th largest employer in the country. The system provides several types of health care coverage, including HMOs, preferred provider organizations (PPOs), point of service (POS) programmes and the traditional American fee-for-service coverage.
More than 80% of hospitals and almost 70% of physicians contract directly with the Blue Cross and Blue Shield member plans. More than 39·3 million people, 59% of its collective membership, are enrolled in the system's managed care plans. Together, the 'Blues' are the largest processor of Medicare Part A and B claims in the country. In 1996 the system processed 556 million claims and paid $135·9 x 10 9 on behalf of Medicare beneficiaries.
COMMERCIAL
Blue Cross and Blue Shield are not the only providers of health insurance. More than 150 for-profit or not-for-profit insurance companies offer health insurance programmes. Together, these other insurance companies insure a smaller number of individuals than do the Blues. They do not necessarily provide the same coverage and each company has unique requirements for processing claims, thereby increasing the administrative costs of the providers of health care. Typically, these insurance companies supply the same variety of mechanisms to provide health insurance to their members.
VETERANS AFFAIRS
The health care of former military personnel and their families is provided through the Department of Veterans Affairs (VA). The VA medical system, which was developed in 1946, is overseen by Congress. It is now focused in 173 hospitals and costs US taxpayers $17 x 10 9 annually to operate. In 1997 the number of beds operated by the VA was about 31 000, down from 52000 in 1994. Over the same time period the number of inpatient admissions declined by 24%, from I 075 III to an estimated 819740, and the number of outpatient visits increased by 25%, from 25 181 000 to an estimated 31 478032. As with other health care delivery systems in the USA, downsizing has had an effect on the VA system. The number of employees has decreased by II %, from 207000 in 1994 to 184000 in 1997. Nevertheless, the VA system remains the country's largest integrated public health care system. Like other components of the US health care system, the VA has not moved aggressively to close hospitals as a result of the decline in admissions, contributing to the national excess.
The VA system was initially developed to treat military service-related disabilities but has evolved into a system for treating mainly poor veterans with illnesses largely unrelated to their prior military service. It frequently acts as a 'safety net' for small, vulnerable user groups (e.g., those with spinal cord damage, blindness, mental health disorders, hornelessness, etc). Only about 10% of all veterans presently make use of the VA health care system, but the VA predicts that while the total population of veterans will decrease by 23% by the year 2010, the number within that population aged 85 and older will increase to 1·26 million. This would increase utilization of the VA system by nearly 400%. Within the VA, efforts are now being made to make the delivery of care more like that in HMOs, so that each veteran may have a primary care physician, and the hospitals may collect Medicare payments from the government and payments from insurance companies if a veteran has private health insurance. For inpatients, a VA hospital will receive a fixed sum of $4500 per patient admission regardless of the patient's underlying medical condition.
MANAGED CARE
With the introduction of Medicare and Medicaid in 1965, health care expenditures began to grow 25% faster than the rest of the economy. This hit employers particularly hard and their share of the total national health bill rose from 16% in 1965 to 20% in 1970 and 29% in 1990. The increase was attributable to their share of direct payroll taxes needed to finance Medicare's hospital benefits and the inflationary effects of Medicare on health care costs in general. Employers have taken the lead in supporting the development of managed care programmes. These programmes organize doctors, hospitals and other health care providers such as laboratories and pharmacies into groups with the objective of providing cost-effective care. A key element of such programmes is to encourage the use of outpatient rather than inpatient services.
An example of a managed care programme is an HMO. These organizations provide comprehensive coverage for both medical and hospital services by contracting with licensed health care Health care in the USA 5 providers (hospitals, physicians, laboratories and others) for the care of their members. Individuals eligible to participate in the programme, for example, all the employees of a factory or a business, must enrol at the time they are hired or during an annual 'open enrolment time'. They must enrol for a specified period of time, usually a year, and are often restricted to using only the providers contracted by the HMO.
The enrolment process may be mind-boggling to a new worker. It is common for an employee to be confronted with two to eight choices, each representing a different HMO model, with varying degrees of freedom to use providers outside the HMO, different levels of family and dependant coverage and with different amounts of out-of-pocket expense. For example, a single individual participating in a highly restrictive HMO may pay about $10 a month and be confined to using a limited group of physicians and a handful of hospitals, while another employee might select a Blue Cross/Blue Shield plan that gives them and their entire family the choice of almost any physician and hospital throughout the country, but they will have to pay close to $200 a month for such a privilege.
Several models of HMO exist: staff, group, network and Individual Practice Association (lPA). In the staff model, the HMO employs its own physicians. In the group model, an HMO contracts with a group of physicians who do not become employees of the HMO. Network models are similar, but the HMO contracts with multiple physician groups and this model may also include multi-specialty groups. IPAs are groups of physicians that contract with the HMO through an intermediary. Most of the HMOs limit their services to a geographical region and cover only emergency services outside this area. As a rule of thumb, as HMOs grow larger, the subscriber's choice of physicians and hospitals also increases.
Typically, a primary care physician must see a patient when he or she first presents with an illness and then functions as a gatekeeper to ensure that the patient does not unnecessarily see a higher paid specialist. The primary care physician often receives a financial incentive to hold down costs. This often means that the patient receives fewer services than he or she would receive in a fee-for-service setting. Where hospital admission appears necessary, an HMO requires patients to obtain a second opinion before surgery, to obtain laboratory tests prior to admission and to receive pre-certification for only a limited number of days in the hospital. To contain their expenses, many managed care plans have restricted patients' choice of primary care physician and have imposed a rigid hierarchical system of approvals before expensive services may be used by a patient. In spite of the overall antagonism of the public and the medical profession to these programmes because of their imposition of early discharges from hospitals, denied reimbursement for emergency treatment and restricted access to specialists, the programmes can be credited with reducing the rate at which national health care spending has increased. In 1996 the increase was only 4-4%, still greater than the rate of inflation but the lowest rate of change for 35 years. Adjusted for inflation, the rate of increase of health expenditures was only 1·9% in 1996, compared to 2·2% and 3·3% in 1995 and 1994, respectively. With the introduction of managed care programmes, the rate of hospital admissions of individuals too young to be eligible for Medicare decreased significantly. Hospital costs as a proportion of total health care costs also decreased substantially. The first managed care organizations, PPOs, were created to market their services at a discount to insurance companies or directly to businesses. PPOs initially continued fee-forservice buying of medical services but limited the choices of their subscribers to those providers who had negotiated agreed fees with the PPO. They also continued and expanded their control over resource utilization.
Enrolment in HMOs is rising rapidly. By 1992 enrolment in managed care programmes was 36% nationally but by 1996 enrolment had reached 60%. In the Philadelphia area more than 80% of all eligible beneficiaries are now enrolled in managed care programmes. The growth of these programmes has been accompanied by a marked decrease in the number of individuals receiving fee-for-service health insurance as employers have switched away from providing this as their primary health benefit. Indeed, the number of employers providing feefor-service insurance for their employees has decreased from 69% in 1990 to 42% in 1994.
Medicare and managed care A beneficiary may select a specific HMO or comprehensive medical plan. Such plans provide most of the health care needs of their subscribers. To be eligible for a plan a patient must be enrolled in Medicare Part B and continue to Ann Clin Biochem 1999: 36 pay their monthly premium. The patient must live within the service area of the plan, and cannot have end-stage renal failure. A beneficiary can enrol or resign from a plan at any time with 30 days' notice. In 1991 about 5·8% of Medicare beneficiaries were enrolled in managed care plans: 10·4% were enrolled in 1995 and 13% in 1996. The proportion is expected to increase to 50% by 2010. The average monthly premium for a Medicare HMO was $14 in 1996.
Managed care plans provide service through three types of contract: (i) risk, (ii) cost, and (iii) health care prepayment. As of January 1997 there were 350 Medicare-managed care plans, of which 248 were risk plans. Currently, 86% of Medicare managed care beneficiaries are in risk plans. For these plans Medicare pays a per capita premium set at about 95% of the projected average expenses in a given county. These plans assume full financial risk for all the care provided to their members in the plan's geographical service area but only for emergency services outside this area. Most risk plans provide prescription drugs and spectacles.
Medicare pays cost plans a predetermined monthly amount based on its estimated budget. The plans must provide all Medicare-covered services, but do not provide any additional services. Prepayment plans are funded by Medicare in the same manner as cost plans, but do not cover all components of the Medicare benefit package.
Although Medicare typically obtains larger discounts than managed care plans for the services provided to it, Medicare hopes to capitalize on the established ability of these plans to obtain lower fees and their general ability to contain the rate at which their costs increase. Yet managed care plans are becoming less successful at holding down their costs. It is also questionable whether a managed care plan will be as successful in a population where a large proportion of the patients require frequent care. HMOs are most successful when they have a large number of relatively healthy enrollees who do not require extensive use of resources.
CAPITATION
A recent innovation in the management of patients is 'capitation'. Under this concept an HMO contracts with a provider, often a Health System, to provide a complete array of services from primary care to hospitalization for each of its members. The provider is paid a fixed amount for each person served regardless of the number or nature of services that it provides its members. Each contract specifically defines the services to be covered. The low payments require the Health System to be very careful in the extent to which it provides services, since a single visit to an Emergency Room might consume the entire yearly amount for a patient.
OTHER
Few of the people who lack insurance coverage, and who are not enrolled in one of the government programmes, receive health care on a continuing basis. When they have an acute condition they usually present at the Emergency Room of the local hospital. By law, hospitals cannot deny care to them but HMOs may deny payment for the care of the patient if they do not believe that emergency care was necessary. This, plus the increasing number of 'medically indigent' people, has created a large pool of patients whom hospitals must treat, but for which they are not reimbursed-so-called uncompensated care. Many hospitals consider this to be charity care. As early as 1984, the amount of uncompensated care nationally had escalated to an astounding $9·5 x 10 9 dollars a year. In Pennsylvania such care accounted for an average 3·9% of the total expenses of the hospitals. The proportion is greater in urban than rural areas but is comparable throughout the country.
THE FUTURE
Medicare anticipates introducing a system of Ambulatory Payment Classifications (APCs) in 1999. About 300 of these groups will be established, each taking the role of an outpatient DRG. Services within an APC are similar, both clinically and in use of resources. Medicare is using its 1996 claims and cost reports to build the database for establishing the basis of payment. Medicare will calculate the median hospital cost for each APe. Weights for the different diseases will be determined based on the complexity and relative median costs for each group and a conversion factor will be established to convert weight to payment rates. The rates will be calculated so that Medicare's expenses in 1999 will be cost neutral in comparison with the expenses calculated under the existing method of payment. It is anticipated that beneficiaries will be required to make a copayment of about 20% of the total charge.
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Medicare is primarily supported by social security taxes, so that the financial burden on currently employed workers steadily increases as the number of elderly increases. The government continues to explore means of ensuring the continuing viability of the Medicare programme. Yet, in spite of the uncertainty of the current programme, the President has proposed expanding Medicare to allow some individuals-those aged 55 to 64 years who retire early or are laid off, or who work at home or who lack health benefits-to join the programme, but at a substantial premium. This proposal has not yet been considered by Congress. There is considerable doubt as to whether the President's proposal will be accepted, since Congress has been considering raising the age of eligibility to 67 years to ensure long-term survival for the current programme.
CONCLUSION
The costs of hospital care in the USA and Canada have been compared in several studies.l-? The high cost of administering the multiple insurance plans in the USA was evident as contributing to its greater health expenditure. Until the plethora of different programs is reduced, the disproportionate US expense is likely to increase. In its efforts to maintain quality, but at less cost, it would behove the US government to focus its efforts on reducing the costs of administrative complexity, rather than of the actual delivery of care.
CLIA-88
Clinical Laboratory Improvement Act Amendment of 1988.
Co-insurance
A provision of some medical insurance policies which requires the insured to share a proportion of hospital or medical expenses.
Co-payment A fixed, nominal amount paid by some HMO enrollees for specific services (e.g., $10 for each office visit).
CPT
Physician's Current Procedural Terminology. This is a standardized mechanism of reporting medical services. It uses numerical codes established by the American Medical Association. These are known as CPT codes.
Deductible
Amount required to be paid by the insured before benefits become payable. (e.g., each calendar year, the first $250 of laboratory expenses might be the responsibility of the patient).
Diagnosis-related group (DRG)
A classification scheme for hospital in-patients by which the patient's medical disorder is clustered into one of 468 categories. The DRG is used by the HCFA (see below) to determine the level of payment for hospital care.
Fee-for-service A specific payment for individual services provided. provide specified services. The patients are enrolled for a fixed period of time and are required to use the specified participating providers. The fee may be paid by the subscriber or an employer. ICD-9-CM International Classification of Diseases, Ninth Edition, Clinical Modification. Consists of three volumes, the first two contain a tabular listing of diseases organized alphabetically and by body system. ICD-9-CM codes must be provided by physicians to justify the tests they order on outpatients. The third volume contains procedure codes, but the third volume is not to be used by physicians, as they are expected to report procedures using CPT (Physician's Current Procedural Terminology) codes.
Gatekeeper
Medicaid
Medicaid is the federal health insurance programme for certain poor individuals and their children. The program is jointly administered by the individual states.
Medicare
Medicare is the federal government programme that provides health insurance for people aged over 65 years, and for those suffering specified clinical conditions.
Medicare carrier A company that processes the claims for services by physicians and medical suppliers for Medicare.
Medicare intermediary A company that processes claims for Medicare Part A services and Part B outpatient services.
Part A and Part B
The two parts of the Medicare Plan. Part A is hospital insurance. It includes medically necessary services and supplies provided by the hospital, including inpatient laboratory tests, X-rays, semi-private room, meals, nursing care, operating and recovery rooms, intensive care and inpatient prescription drugs. Part B, also known as Supplemental Medical Insurance, pays for services provided by physicians and surgeons both in hospitals and non-hospital settings. It also covers other services such as ambulance transport, certain medical equipment, outpatient hospital and clinical laboratory services, blood products, and physical and speech therapy.
Participating provider A licensed health care provider who has contracted with an insurer to provide care to the program's enrollees.
Pre-certification
A process by which the patient must notify and receive approval for specific outpatient specialty services and elective inpatient admissions (see Gatekeeper).
Prospective payment system A system of fixed reimbursement, usually based on a DRG, set by the government or an HMO before services to the patient are rendered. The efficiency of the provider will determine whether Health care in the USA 9 it will make a profit or absorb a loss as a consequence of caring for the patient.
Primary care Refers to ambulatory general health care rendered by general practitioners, family practitioners, internists, obstetricians and paediatricians RBRVS Resource-Based Relative Value Scale. A weighting system to assign units of value to each CPT code for procedures performed by physicians and other providers. It takes into consideration physician skill involved, expenses and the geographic area where the service was provided.
